| INTRODUCTION
It is well established that the majority of mental health disorders begin before adulthood and persist across the lifespan (Kessler et al., 2005) . Surveys in the United Kingdom estimate the incidence of psychosis at 5 per 1000 adults (Bebbington et al., 2000) , with the diagnosis of schizophrenia accounting for around 30% of adult mental health and social care monetary budgets (Psychiatrists RCo, 2012) .
Schizophrenia disrupts social and family relationships, resulting in severe educational and occupational impairment, lost productivity, unemployment, physical illness and premature mortality (Bloom et al., 2012) .
The onset of psychosis is invariably preceded by early symptom development characterized by a range of non-specific behavioural and psychological symptoms, as well as functional deterioration, and has been conceptualized as an ultra-high risk (UHR) mental state (Yung et al., 1996) . Yung et al. (1998) developed criteria proposed to predict the onset of a psychotic disorder, specifically: low intensity/ frequency psychotic symptoms, brief limited psychotic symptoms and/or genetic risk in the presence of functional decline. Among the people identified as UHR for psychosis, around 22% transition to a psychotic disorder within 12 months and 36% after 3 years (FusarPoli et al., 2012; Miller et al., 2003; Yung et al., 2003) . Long-term follow-up studies have shown ongoing mental health problems for UHR individuals who have not transitioned to psychosis (Addington et al., 2011; de Wit et al., 2014) . A 6-year follow-up of UHR individuals who had not transitioned found 28.3% reported attenuated psychotic symptoms and for 61.5% of those with comorbid disorders at baseline these comorbidities were still present (Rutigliana et al., 2016) .
Interventions that delay or prevent transition to psychosis are considered valuable at both economic and individual levels (Ising et al., 2015; van der Gaag et al., 2013) . A recent meta-analysis of psychological, pharmacological or nutritional interventions to prevent or delay transition to psychotic disorders for UHR individuals found cognitive behavioural therapy (CBT) effective in reducing transition to psychosis at 12 months (risk ratio 0.54, 95% confidence interval 0.34 to 0.86).
The meta-analysis also showed that omega-3 fatty acids and integrated psychotherapy interventions were associated with reductions in transition to psychosis at 12 months (Stafford, Jackson, Mayo-Wilson, Morrison, & Kendall, 2013) . However, limitations regarding evidence quality were highlighted. The results of 5 trials examining CBT within a meta-analysis of interventions for UHR for psychosis, found the number needed to treat for 1 person to avoid transition to psychosis was 11 (van der Gaag et al., 2013) . A further meta-analysis of only CBT interventions for prevention of psychosis identified 6 randomized trials (Hutton & Taylor, 2014) . The results of this meta-analysis indicated that CBT interventions were associated with a reduced rate of transition to psychosis at 6, 12 and 18 to 24 months after treatment, in comparison to monitoring or non-specific supportive therapy.
Clinical guidelines for psychosis have been derived from research evidence to provide recommendations to clinicians for best practice.
For established schizophrenia, 1 systematic review identified and compared 24 guidelines from 18 countries (Gaebel, Weinmann, Sartorius, Rutz, & McIntyre, 2005) . The review showed that the recommendations for pharmacotherapy were similar internationally, but there was great variability in the guidelines for psycho-social interventions for people with schizophrenia.
Recommendations for the treatment of UHR individuals have also been developed from research evidence. For example, the International Early Psychosis Association (IEPA) recommended: (1) regular monitoring; (2) interventions aimed at specific difficulties (ie, anxiety, depression, substance misuse); (3) help with interpersonal, vocational and family stress; (4) support to develop coping skills for subthreshold symptoms and (5) individual/family psycho-education (Group EPGW, 2010) . The IEPA recommends that these interventions are provided flexibly and in low stigmatizing environments (ie, home, primary care or youth-based settings). Clinical practice guidelines have been developed in the United Kingdom (Excellence TNIfHaC, 2013 , 2014 , Australia (Group EPGW, 2010) and Canada (Canadian PA, 2005 ) (see Table 1 ).
Based on evidence from naturalistic cohort studies (eg, Cannon et al., 2008; Ruhrmann et al., 2010) , NICE (2013) (Haddock et al., 2014) . Further challenges to the implementation of guidelines were highlighted in an audit investigating early intervention in psychosis service development, whereby there exists inconsistencies between service models, resources and delivery such as age of clients accepted to the service and the length of care provided (Pinfold, Smith, & Shiers, 2007) .
While the research evidence for interventions for UHR individuals is growing and has begun to be integrated into a range of clinical guidelines across countries, there is a lack of research on the implementation of clinical guidelines for this population. Therefore, the aim of this paper is to examine service provision for UHR individuals in accordance with current clinical guidelines (eg, NICE) and within the National Health Service (NHS) in England.
| METHOD
A survey of early intervention for psychosis (EIP) teams within the NHS across England was conducted using a self-report online survey.
Only dedicated EIP services were recruited and thus the sample did not include generic early intervention services in the community. The survey was developed based on current clinical guidelines in United Kingdom, Australia and Canada, and included the following domains: service provision for UHR (such as service inclusion criteria, duration of Network (Bucci et al., 2010) . The network is drawn from the key national leads, regional leads and EIP practitioners working in services.
The network identified EIP team leaders in the NHS in England who
were then sent an email with a link to the online survey (Bristol Online Survey). A snowball method was employed, whereby service leaders were asked to forward the survey to leaders of other EIP services in order to achieve a comprehensive coverage. The survey controlled for 
| RESULTS

Fifty EIP service teams covering 30 NHS trusts in England responded
to the survey. Fifty-three percent of these services reported including provision of services for UHR for psychosis. The following data are drawn from this subset of the main sample, namely, services that provided for UHR individuals. See Table 2 for descriptive data. 
| Inclusion and assessment
The majority of EIP services that reported including UHR individuals, provided 12 months or more of service for UHR (65% and 11%, respectively. The assessment of UHR individuals was principally conducted utilizing the CAARMS or SIPS/SOPS (50%).
| Intervention
Interventions predominantly employed by EIP services for UHR individuals were psycho-education (96%), monitoring of mental state/"watchful waiting" (88%), treatment for anxiety (77%), cognitive behavioural informed interventions (73%) and family work (61%). The recommended NICE standard interventions, namely, CBT for psychosis and family intervention were reported as provided by 50% and 42% of services, respectively. Antipsychotic medication was utilized by 50% of services and 4% of services offered omega-3 fatty acids/fish oils as a treatment.
Comorbidity was addressed by 23% to 58% of services (Table 3) .
| Training
Training of staff on UHR status core assessment instruments such as CAARMS and SIPS/SOPS was provided by 46% and 11% of EIP services, respectively. The most common staff training for interventions focussed on psycho-education (64% of services). Many services provided training on interventions for comorbidity such as anxiety (58%), depression (46%) and substance misuse (38%). Training for the NICE recommended interventions of CBT for psychosis and family therapy was provided by 46% and 34% of services, respectively. However, early intervention in psychosis services remain predominantly focussed on intervention for first-episode psychosis (FEP) rather than prevention of psychotic disorder by intervening in the prodromal stage, namely the UHR for psychosis group. As evidenced by our data just over half of EIP services reported inclusion of the UHR group in their service mandate. These findings contrast with robust research evidence demonstrating the effectiveness of early intervention in the UHR group (Hutton & Taylor, 2014; Stafford et al., 2013; van der Gaag et al., 2013) and the subsequent cost savings for the health services (Ising et al., 2015) . When services include UHR individuals, there appears to be a general consensus about the target population. For example, the majority of EIP services set inclusion criteria for 14-to 35-year olds and provided service for a period of 12 months or more.
| DISCUSSION
Concordance with clinical guidelines for intervention in UHR for psychosis showed only half of services provided CBT for psychosis and less than half (42%) provided family intervention. The NICE standard CBT is the recommended first line of treatment for the UHR population and yet less than 50% of services are providing training on CBT. Therefore, it is not surprising that less than half of services are providing this first line treatment. Despite the body of evidence for the efficacy and cost-effectiveness of CBT (Ising et al., 2015; van der Gaag et al., 2013) in the UHR population, our data indicate that resources are not being allocated for the training of EIP teams.
The majority of services provided non-psychosis-specific interventions targeting comorbidity or adopting a wait and see approach.
The NICE guidelines recommend monitoring of symptoms but this should not be in the absence of active psychotherapies such as CBT.
Monitoring of mental state was conducted by 88% of services and 64% provided psycho-education, with both approaches essential for the UHR individual in gaining understanding and management of their mental health problems. Our data did not allow an examination of whether monitoring was used in the absence of other interventions.
Treatment for comorbidity such as anxiety, depression and substance use was provided by three-quarters of the services.
The NICE guidelines recommend that antipsychotic medication should not routinely be used with UHR individuals. In addition, the Australian and New Zealand Early Intervention clinical guidelines, advocate that antipsychotic medication should not be utilized unless
(1) at least 1 week of frank positive psychotic symptoms has been sustained; or (2) a rapid worsening of psychotic symptoms accompanied by significant functional decline and elevated risk to self or others (Stafford et al., 2013 ). In the current study, antipsychotic medication was an intervention provided for UHR in at least half of the services. One plausible interpretation is that a lack of follow-up on assessments may lead to a lack of clarity in respect to diagnostic status such that some of these people may have transitioned to psychosis or that prescribing is for other reasons such as bipolar disorder or sleep disturbance. Alternatively, this finding may reflect a more fundamental problem, namely that recommended guidelines are not being implemented as evidenced in the treatment of people with schizophrenia (Haddock et al., 2014; Psychiatrists RCo, 2012) .
The rates of training provision for staff were relatively consistent with the proportion of services delivering specific assessments (CAARMS, SIP/SOPS) and interventions (CBT for psychosis, NICE family therapy). Around half of services provided training in assessment by CAARMS, psycho-education, NICE CBT for psychosis, general family work and treatment for anxiety and depression.
Interestingly, while 88% of services adopted a monitoring of mental state approach, only 34% reported receiving training for this.
| Strengths and limitations
Few studies have examined the degree of inclusion of UHR populations within public mental health services. Most studies have focused on specialist UHR services such as Headspace (Rickwood et al., 2015) and Headstrong (Illback & Bates, 2011) . Our study sampled 54% of NHS trusts (ie, public mental health services) across England and thus represents a wide geographical spread. A strength of the current study is that it provides a broad overview regarding the implementa- initiative to increase the availability of UHR interventions across the United Kingdom, thus it will be important to continue to monitor the implementation of guidelines as changes are implemented.
| CONCLUSIONS
The results of this study are very timely given the proposed introduction in 2016 of a national directive for UK services to provide NICE concordant care for people at UHR for psychosis (NHS England, 2016) . Our findings show limited provision of NICE recommended treatment for UHR for psychosis and that in relation to use of antipsychotic medication some services are providing interventions contrary to guidelines. While the lack of adherence to guidelines may be due in part to lack of dedicated funding and staff training, it mirrors the poor concordance of clinical guidelines in the treatment of schizophrenia (Haddock et al., 2014; Pinfold et al., 2007) . It is of concern that a national UK directive is proposed for concordance with UHR clinical guidelines when our study (1) is the first to examine rates of concordance and (2) shows a lack of staff training and resources.
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